INTRODUCTION
The unfamiliar operating theatre makes surgery a potentially unpleasant experience causing high levels of anxiety in patients. [1] The prevalence of anxiety preoperatively in patients ranges from 11% to 80%. [2] Increased anxiety before surgery is associated with pathophysiological responses such as hypertension, dysrhythmias, increased requirements for post-operative analgesia and may cause patients to refuse planned surgery. By providing information about anaesthesia patients feel more reassured. [3] Our objective was to determine whether the pre-operative visit by the anaesthesiologist alleviates anxiety. We compared the efficacy of different methods of pre-operative counselling on perioperative anxiety in patients undergoing regional anaesthesia (RA).
METHODS
This study was conducted from September 2011 to March 2013 in patients posted for surgery under RA. Ninety patients of either sex were included in the study after clearance from the Institutional Ethical Committee.
The inclusion criteria were the patients be posted for elective surgical procedures under RA who had minimum education level of higher secondary, aged between 18 and 65 years, have good comprehension skills and accepted under American Society of Anaesthesiologists (ASA) physical status Grade I/II. We excluded patients with a previous experience of anaesthesia and surgery, mentally retarded, deaf, mute or blind patients and patients posted for emergency surgery.
The patients were explained regarding the study and assigned into one of the three groups-Group A-Personal interview (PI), Group B-PI + brochure regarding the procedure and Group C-PI + video regarding the procedure. Microsoft excel 2010 was used to generate random numbers and the patients were allocated into the three groups according to the random numbers generated.
The pre-anaesthetic evaluation (PAE) was performed 1 day before the surgery by a postgraduate student from the department of Anaesthesia. The patients were asked to fill a proforma. Patients were interviewed, asked to read the brochure regarding the anaesthetic procedure or shown a video of the anaesthetic procedure. They were then asked to fill in the proforma once again after the PAE. The following day, ½ h before the surgical procedure they were assessed and once after the procedure [ Figure 1 ].
The patient's anxiety levels were measured using the visual analogue scale (VAS) for anxiety and the state trait anxiety inventory-state (STAI-S) scale. The total score for STAI-S ranges from 20 to 80 and for VAS-A ranges from 0(no anxiety at all) to 100(highest possible anxiety level).
The sample size was calculated based on the reported incidence of pre-operative anxiety of 32% [4] with 10% absolute allowable error and α of 5% to be 87.04. This was rounded off to 90 and then equally divided into three groups of 30 each. 
RESULTS
There were no significant differences among the three study groups regarding age, gender, type of RA, and ASA classification. There were no significant intergroup differences in demographic data.
The prevalence of anxiety in patients preoperatively in our study is as shown in Table 1 . All the three groups Brief Communication Figure 1 : Overview of the study structure and time points of data collection showed a significant decrease in anxiety after PAE, before surgery and after surgery (P < 0.0001). The decrease in anxiety (STAI) after PAE, before surgery, after surgery was different in the three groups and the video group showed a greater decrease in the anxiety levels (overall P < 0.0001; group-wise P = 0.045).
The decrease in anxiety (VAS-A) after PAE, before surgery, after surgery were comparable in all the three groups (overall P < 0.0001; group wise P = 0.090).
There was a significant overall decrease in anxiety levels before surgery using STAI and VAS (P < 0.0001) when compared to anxiety levels before PAE. All the groups showed a similar decrease in anxiety and were comparable (STAI: P = 0.080 and VAS: P = 0.693).
There was a significant overall decrease in anxiety levels after surgery using STAI and VAS (P < 0.0001) when compared to anxiety levels before PAE. Group C had a significant decrease in anxiety when compared to the other two groups using STAI (P = 0.037) whereas, using VAS all the groups caused a similar decrease in anxiety and were comparable (P = 0.057).
DISCUSSION
In this randomised controlled study, we found an overall decrease in the anxiety levels in all the three groups. Anxiety was allayed maximum in patients under Group C after surgery using the STAI scale followed by Group B and then Group A [ Table 2 ].
Numerous investigators agree that the interview alone is an insufficient technique for the pre-anaesthetic visit [5] [6] [7] and alternative complementary methods such as brochure and the use of video material might serve the patients' interests. [1] Video could reduce some of the problems of informing patients with low levels of literacy. Ample research has shown that video-assisted patient education, compared to interview alone or interview plus brochure, results in better patient satisfaction and improved patient knowledge regarding the anaesthesia procedures. The video group (Group C) in our study according to STAI scale had a significant decrease in anxiety levels post-surgery in comparison to the other two groups similar to Jlala et al. [8] STAI is the gold standard scale and is superior in detecting subtle changes in anxiety. [2] VAS may retain some usefulness in assessing patients with reading or comprehension difficulties or in situations of extreme anxiety. There was an overall decrease in the anxiety levels in all the groups and they were comparable. On the whole, comparative trends indicated a decrease in anxiety in the order Group C >B > A, though not statistically significant. Both the STAI and VAS (for anxiety) may be used to measure pre-operative anxiety but they have their limitations.
In short, all the three groups had an overall decrease in the anxiety levels using both STAI and VAS-A scale. The video group had a significant decrease in the anxiety levels using STAI scale in the post-operative period compared to the other two groups playing a crucial role in the allaying of anxiety perioperatively.
CONCLUSION
Personal interview, brochure and video are good at alleviating the anxiety throughout the perioperative period. Transfer of knowledge and information through video appears to be more effective in decreasing the anxiety and apprehension. It is more helpful in patients who are illiterate and who do not actively participate in the interview. Hence, a personal interview along with a video is a good option in allaying the anxiety.
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INTRODUCTION
Incidental brain abnormality diagnosed by magnetic resonance imaging (MRI) is 15% among adult research volunteers and 25% in children. [1, 2] Central nervous system tumours constitute the second most common types among tumours of childhood with the incidence of 2.5/100,000. [3] Gliomas are the most common type of brain tumour with the mean age of presentation being 9 years. [4] Clinical presentation depends on the size and site of the tumour in addition to the factor which affect the intracranial pressure. We report a case of undetected intra-cerebellar astrocytoma, whose clinical presentation was accelerated by anaesthesia and perioperative clinical factors.
CASE REPORT
A 14-year-old female with no other significant medical or surgical history was admitted to the hospital with a history of abdominal pain, vomiting and fever since 1 day. Computed tomography (CT) scan of abdomen and pelvis revealed a well-defined thick walled collection with air fluid level measuring 5.5 cm × 5 cm in size in right iliac fossa, suggestive of ruptured appendicular abscess with associated hydro pneumoperitoneum. Investigations showed haemoglobin (Hb) of 10 g/dl, total white cell count of 21,600 cells/mm 3 with neutrophils 91%; rest of the investigations were within normal limits.
She was scheduled for emergency laparotomy under general anaesthesia. The patient was pre-medicated with injection glycopyrrolate 0.2 mg, injection midazolam 1 mg, injection pantoprazole 40mg, injection ondansetron 4 mg, all intravenous (IV). Anaesthesia was induced with propofol 50 mg after injection pentazocine 30 mg. Tracheal intubation was facilitated with injection atracurium 25 mg IV. Anaesthesia was maintained with oxygen:nitrous oxide (50:50), 0.8 to 1% isoflurane and intermittent bolus of atracurium. She was ventilated to maintain an end-tidal carbon dioxide value of 30-35 mm Hg. Physiological parameters including blood pressure, electrocardiogram, oxygen saturation, end-tidal carbon
